flow may still be possible. The loss of lumen in relation to loss of circumference of the urethral wall obeys the inverse square lawin other words, the loss of half the circumference results in the loss of approximately three-quarters of the lumen, but even reducing the lumen to a quarter of its original size may still permit a urinary flow sufficient to satisfy the patient and avoid subsequent surgery.
The high incidence of partial rupture (over 90 %) may be due to the different type of accident causing the trauma. In the past most urethral and bladder injuries associated with a fractured pelvis occurred from crushing, either by falling masonry or in mining accidents, but today the majority of pelvic injuries result from road traffic accidents and in most cases the patient sustains an impact rather than a crush injury (Mitchell 1971) . A relatively satisfactory position of the bones in a fracture of the pelvis is no indication of the disruption of the pelvic content that may have occurred.
The importance of partial, as opposed to total, rupture of the urethra is in the prognosis of the subsequent risk of stricture formation. After complete transection, the urethra is bound to develop a stricture. The objective in treatment should therefore be to preserve this strand of tissue constituting the partial rupture, and further injury to the urethra should not be inflicted by testing with a catheter, which can introduce infection into the area of blood clot, broken bones and devitalized soft tissue, the whole forming a perfect nidus in which any organisms can thrive.
The fallacies of the diagnostic catheter are best illustrated by the dry tap catheterization. Is the tip of the catheter inside an empty bladder, or has it coiled up in the pelvis, having emerged from a ruptured urethra? Has the bladder itself been ruptured, or is the patient anuric ? The diagnostic catheter gives no answer to these four questions. Does the young suigeon open the bladder, repair the ruptured urethra, treat the anuria, or leave the patient alone, assuming that he has just emptied his bladder prior to the accident ?
The diagnosis of a ruptured urethra can be made more accurately on clinical grounds than by any other means. If the patient has blood at the external meatus, fails to pass urine and subsequently develops retention, the diagnosis of ruptured urethra is certain.
The young resident surgeon, presented in the middle of the night with a fractured pelvis and suspected lower urinary tract damage, does not have to take the patient immediately to the theatre. He can confidently observe the possible lower urinary tract damage for 12-24 hours while he deals with any other resuscitative measures that may be necessary.
Operative Treatment ofAcetabular Fractures Acetabular fractures, disregarding those affecting only the acetabular rim, may conveniently be divided into three groups: (1) Innet wall fractures.
(2) Roof fractures. (3) Fractures with damage to the femoral head. Austin (1971) has shown that the prognosis in Groups 1 and 3 is respectively good and poor but that in Group 2 there is a very considerable variation both in the immediate functional end result and in the speed of development and symptomatology of subsequent osteoarthritis. * Four basic therapeutic approaches to the problem of acetabular roof fractures are possible:
(1) Symptomatic treatment, intended only to relieve pain and promote return of movement. Usually some form of simple tiaction is used initially followed by a period of graduated weight bearing, using as much support as may be necessary with sticks or crutches. An excellent functional result, contrasting with often bizarre radiographic appearances, can be obtained by this method which is that of choice in patients past middle age.
(2) Relief of pain may be achieved by external splintage in a plaster of Paris spica. This method contravenes the principle of restoring function to a damaged joint by movement at the earliest possible stage, and is liable to be followed by ankylosis.
(3) An attempt may be made to restore anatomy to normal by strong traction in various directions, movement being continued meanwhile. This is a method which undoubtedly can achieve its two objectives of normal anatomy and good function, but cannot be relied on to do so. It is not a method entirely devoid of risk as it may involve prolonged skeletal tiaction.
(4) Open operation to reduce and internally fix the acetabular roof fractures.
After many years of rather sporadic use attention was focused on this last method by Judet et al. in 1964, with their series of 47 cases of varying types of roof fracture out of 173 acetabular fractures treated by early operation. The most valuable contribution of this paper was the emphasis on proper radiographic studies of acetabular fractures, including the two 45 degree oblique views, as an essential preliminary to operative treatment. Long-term follow up was not presented.
At the Birmingham Accident Hospital between 1958 and 1971 26 such operations were performed and the cases followed up for periods ranging from 1 to 8 years (average 4.3 years). Acceptance of follow up of as short a period as one year is supported by the findings of Rowe & Lowell (1961) and of Austin (1971) that functional deterioration later than one year from injury is rare. These findings are fully substantiated in the present series. The majority of operations were performed as planned elective procedures in the period 7-10 days from injury after stabilization of the patient's condition and in a number of cases preceded by operation for the treatment of associated injuries. The majority (22 out of 26) of the fractures were treated through a posterior approach.
In only just over half of the operations was the surgeon fully satisfied with the quality of the reduction obtained, and in less than half of these was this confidence supported by subsequent X-ray examination (Table 1 ). In one case there was total failure to achieve reduction: this case gave a poor functional result and is now under consideration for reconstructive surgery.
Operative complications included six significant wound infections (frank pus present), in one case necessitating reopeiation for removal of the fixation devices at a later date, and one case of severe fat embolism. There were no operative deaths.
The functional results have been graded according to the table of the American Academy of Orthopedic Surgeons (Goodwin 1968) (Table 2) . They show that the quality of result follows fairly closely on accuracy of reduction as judged at operation and that, as has often been suggested, the radiographic appearances are a less reliable guide.
Comparison with published series of similar fractures treated nonoperatively is impeded by the variability of criteria used for assessment, but overall it cannot be claimed that the results of open reduction are markedly superior to those of nonoperative treatment. Although normal acetabular anatomy and function can be achieved, this cannot be done with that regularity and confidence which would recommend the method for general use. As greater experience in the longterm results of total hip replacement accumulates, it is possible that the propei treatment of acetabular roof fractures will prove to be purely symptomatic, reserving secondary reconstructive operation for the small percentage of cases whose continuing symptoms justify it. For the moment primary operative reconstruction of these fractures still has a small place in young patients with widely displaced but relatively uncomminuted lesions.
